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THE ROLE OF PHYSIOTHERAPY IN REHABILITATION. 
By PAMELA LIND, M.A.P.A,, 
"Coonac", Rehabilitation Centre, Melbourne 
In 1945 the Department of Social Ser-
vices began its first experiment in rehabili-
tation, when "Maryport" at Mount Martha 
was opened. This centre was built to deal 
with resident patients. The second centre, 
"Coonac", took its first patients in 1949* 
This centre, in Toorak, Melbourne, was 
designed for out-patient use only. People 
living within the metropolitan area attend 
daily, using public transport where possible; 
a taxi service collects the more seriously 
disabled. 
Selection of patients is made by medical 
officers attached to the Rehabilitation 
Branch of the Department of Social Ser-
vices. These doctors review the files of all 
temporary sickness or unemployment bene-
ficiaries who, having received one of these 
pensions for thirteen weeks, become eligible 
for rehabilitation. The files of tuberculosis 
and invalid pensioners are also reviewed 
when the pension is granted in order to 
detect suitable rehabilitees. Private doctors 
may also refer recipients of one of these 
pensions to the Department. The field is 
limited to those beneficiaries who are 
capable, with help, of becoming wage 
earners in three years. 
Patients admitted may be grouped as suf-
fering from surgical, medical or psychiatric 
complaints. 
Patients with surgical complaints. This 
group includes amputees, patients with 
fractures (which have usually become com-
plicated in some way), nerve lesions, tendon 
transplants, poliomyelitis complications, 
certain convalescing tuberculosis patients. 
Patients with medical complaints. Into 
this category fall asthmatics, younger hemi-
plegics (usually resulting from accidents), 
epileptics, and occasionally a patient with 
mild arthritis. 
Patients with psychiatric complaints. 
These patients are necessarily mild cases 
whose main need is for the support neces-
sary to enable them to regain confidence. 
The management of each patient falls 
usually into two parts. The first is the 
assessment of his disability and its prog-
nosis, and the application of intensive 
physiotherapy to gain the optimal result. 
The second part is to assess the patient's 
working capability and his past employment 
history in order to find out what type of 
employment will be most suitable when the 
time arrives for his discharge. If his 
previous job is now unsuitable, a decision 
must be made to train him for some new 
occupation within his physical powers. To 
this end are directed the wide resources of 
the occupational therapy department where 
aptitudes in almost every field are tested. 
For those who need to gain confidence and 
social poise, group discussions and play 
readings are held daily by the education 
and training officer, who also arranges 
for intelligence and aptitude tests before 
patients start training at a technical school 
or coaching college. He, in collaboration 
with the employment officer, settles each 
patient in employment at the end of his 
period of rehabilitation. While attending 
the centre each patient is seen weekly by a 
rehabilitation medical officer who works in 
conjunction with the patient's own doctor. 
Discussions on treatment and progress are 
held regularly between the medical officers 
and all members of staff. This close team-
work between each department is of 
immense value in achieving coordinated 
treatment. 
In circumstances such as these physio-
therapy differs somewhat from the usual 
hospital approach. Its aim—maximal physi-
cal recovery—is of course the same, but this 
is not a separate end in itself but part of a 
broad scheme of improving every aspect of 
a patient's ability to return to work. Treat-
ment is greatly intensified in order to hasten 
recovery, and thus minimize loss of work-
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ing hours to the patient and make him a 
productive member of the community in 
the shortest possible time. 
The treatment of all patients is divided 
into three parts. 
i. Everyone, with the exception of 
cardiac or tuberculosis patients, attends each 
morning for a brisk half-hour of general 
exercises at the beginning of the day's 
programme. 
2. Each afternoon, to end the day, sport 
is played for three-quarters of an hour, and 
games demanding every grade of activity 
are devised so that all may join in. Games 
range from basket-ball, volley-ball, deck-
tennis, badminton or tennis to darts, 
croquet, table-tennis, clock-golf, or quoits, 
so that there is always some suitable sport 
available compatible with a particular dis-
ability. On wet days a gymnasium and 
verandah are available. 
3. The third part of treatment is in the 
physiotherapy department and the gym-
nasium. Here patients with kindred dis-
abilities are grouped to work together as 
far as possible. This provides encourage-
ment for recent patients and develops a 
lively spirit of competition, 
In the early stages of re-education of 
muscles, breathing training or coordination 
exercises, the patient joins the appropriate 
group and is treated in the physiotherapy 
department. Later, when his doctor feels 
that full recovery has almost been reached, 
the patient attends the gymnasium for 
resisted or strenuous exercises to gain the 
final maximal power in his muscles. 
Equipment in both gymnasium and 
department is designed to cope with several 
patients simultaneously, with an ample 
supply of mirrors, heating devices and 
space. The gymnasium has a bench for 
quadriceps exercises where four persons 
can do resisted work together. Other 
equipment includes a large area of wall 
bars and a walking race between two 
mirrors. Time allotted for one particular 
group to exercise is usually three-quarters 
of an hour, but this is often extended when 
a more intensive programme is required. 
A man convalescing from a fracture 
offers a good example of a patient's daily 
programme. He may have developed non-
union which has been followed by a bone 
graft, but he is usually almost ready to 
bear weight at the time of his referral to 
"Coonac". 
Treatment instructions arrive from a 
rehabilitation medical officer at the same 
time as the patient and he is usually 
detailed to commence: (i) the simpler 
general exercise class-work; (ii) heat treat-
ment and non-weight-bearing exercises in 
the physiotherapy department, to fegain 
range and some tone in the muscles of the 
leg; (iii) light sport. 
Instruction as to the trend of his occupa-
tional therapy will also have been given, so 
that for the part of the day when he is 
not engaged on the above programme his 
abilities at carpentry or perhaps welding or 
bench work will be under assessment. 
Many of the machines in the workshops 
have been modified to be used remedially 
as well as for assessing aptitude, so that as 
soon as weight-bearing is commenced the 
patient probably uses a bicycle or treadle 
lathe. If necessary, he may also be attend-
ing group discussions. When sound union 
is established, in addition to the rest of his 
physical programme, he will attend the 
gymnasium for two three-quarter hour 
sessions daily to strengthen the limb with 
resisted exercises. 
As soon as the range of movement is 
full, he ceases work in the physiotherapy 
department but continues in the gymnasium. 
He also attends the more advanced general 
exercises and more vigorous sport, perhaps 
volley-ball, until his recovery is nearly full. 
Then he is interviewed by the employment 
officer for placement when final recovery 
is gained. 
Should there be any remaining disability 
which prevents resumption of his former 
employment (for example, an arthrodesis 
preventing return to a milk-delivery round), 
and the patient's assessed capabilities in 
some other field prove good, then educa-
tional training may be arranged to fit him 
for an appropriate job. 
In the medical field, asthmatics provide a 
good example. The majority of asthmatics 
who are referred to "Coonac" are girls, 
young and lacking confidence, who have 
been prevented by their disability from even 
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the prospect of a job. Here the principle 
of treatment, besides breathing and posture 
routines, is one of general supportive 
therapy to help them gain more indepen-
dence and maturity of outlook. Nearly all 
respond extremely well and are finally dis-
charged to jobs which they then hold with-
out difficulty. Their day's programme prob-
ably begins with general exercises, and then 
perhaps dressmaking or weaving; after that 
they attend the physiotherapy department 
for asthma and posture exercises. Some 
may then practise typing as a preliminary 
to secretarial training, and others attend 
pottery classes. The day will end with 
whatever light sport is most agreeable and 
suitable to the individual—probably table-
tennis or croquet. Every encouragement is 
given these patients by all members of staff 
to improve their appearance and general 
bearing. 
Amputees also prove good rehabilitation 
prospects. Patients with either upper or 
lower limb amputations receive intensive 
resisted and range exercises for the stump, 
concentrating on abduction and extension 
at the hip or shoulder, and on moulding by 
bandaging. When the stump shape is cor-
rect and all muscles thoroughly efficient, 
the prosthesis is fitted and walking re-
education is added to the stump exercises. 
At this time the patient will be doing not 
only general exercises and active sport, but 
also his work in the gymnasium, which will 
occupy one and a half hours each day (half 
of this for stump exercises and half for 
walking practice). Walking practice begins 
usually in the walking race, gently scraping 
the toe through with each step, and pro-
gresses to free walking and later to stair 
climbing Employment is a problem in 
these cases, but almost all of the patients 
have been successfully resettled in suitable 
posts. 
The constant challenge of avoiding the 
exclusion of disabled persons from the 
working community adds a vital interest to 
this work. 
